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Objectives. We compared differences in mental health needs and provision of mental health services among residents of Santiago, Chile, with private and public health insurance coverage.
Methods. We conducted a cross-sectional survey of a random sample of adults. Presence of mental disorders and use of health care services were assessed via structured interviews. Individuals were classified as having public, private, or no health insurance coverage.
Results. Among individuals with mental disorders, only 20% (95% confidence interval [CI] = 16%, 24%) had consulted a professional about these problems. A clear mismatch was found between need and provision of services. Participants with public insurance coverage exhibited the highest prevalence of mental disorders but the lowest rates of consultation; participants with private coverage exhibited exactly the opposite pattern. After adjustment for age, income, and severity of symptoms, private insurance coverage (odds ratio [OR] = 2.72; 95% CI = 1.6, 4.6) and higher disability level (OR = 1.27, 95% CI = 1.1, 1.5) were the only factors associated with increased frequency of mental health consultation.
Conclusions. The health reforms that have encouraged the growth of the private health sector in Chile also have increased risk segmentation within the health system, accentuating inequalities in health care provision.
In spite of these problems, Chile has often been cited as a virtuous model of a more pluralistic health care system. 1 However, little research has compared provision of private and public health care services in Chile. Here we focus on mental health, because it is a rather neglected field of public health, and the experiences of other countries with large private mental health sectors reveal many shortcomings. 3, 4 To our knowledge, ours is the first South American study to investigate the relationship between private or public insurance coverage and the need for and use of mental health services.
METHODS

Participants and Sampling
We obtained data for this study from the Santiago Mental Disorders Survey, undertaken between 1996 and 1998 in Santiago, Chile. The sampling framework was the adult population (aged 16 to 64 years) living in private households in Santiago, representing 3 237 286 individuals. Households from SanInequities in Mental Health Care After Health Care System Reform in Chile | Ricardo Araya, PhD, Graciela Rojas, MD, Rosemarie Fritsch, MD, Richard Frank, PhD, and Glyn Lewis, PhD tiago's 35 boroughs were randomly selected via a probability-proportional-to-size strategy involving a 3-stage clustered design. Kish tables were used to select at random 1 eligible individual per household to be interviewed. Further details on the sampling can be found elsewhere. 5 
Variables
Psychiatric symptoms were assessed with the Revised Clinical Interview Schedule (CIS-R), 6 Anyone who chose the public-sector option had to be accepted regardless of health status or income, but in the private sector individuals were accepted only if their financial contribution matched their estimated health risk. (Health insurance companies used whatever means they deemed useful to estimate health risks and determined premiums accordingly. In addition, each year they reviewed contracts and adjusted premiums if necessary.) As a result, the country's richest and healthiest residents were attracted to the private sector, and the public health system was deprived of the financial contribution of these high-income earners. Respondents were asked whether they were suffering from any health problems. If they answered yes, they were then asked to list their particular problems. These problems were then coded into 15 different categories. Respondents could list up to 4 health problems.
adding functional disability and symptom severity. All respondents were asked about their use of health care services during the previous 6 months. First, they were queried about outpatient medical consultations with psychiatrists or other physicians. For each consultation with a nonpsychiatric physician, respondents were asked whether the reason for the visit was for mental or physical health problems. Depending on whether mental health problems were discussed during the visit, general medical consultations were then classified as either physical or mental health consultations. Instances in which consultations involved both mental and physical problems were included in the mental health category.
Second, respondents were asked about consultations with psychologists or admissions to the hospital for mental disorders. Contact with a mental health service practitioner was defined as having seen a psychologist or doctor for a mental disorder as either an outpatient or inpatient during the past 6 months. Assessments of the validity and reliability of self-reports of such information in relation to other sources of information are seldom feasible in large population surveys, and such assessments were not made here. [9] [10] [11] However, previous research has shown that self-reports of outpatient mental health service use tend to be reasonably accurate. [11] [12] [13] All respondents were classified as having public, private, or no health insurance coverage. Individuals in the public-sector coverage group had coverage that was free of charge and involved minimal copayments. Insurance plans among individuals in the private coverage group involved restrictions and variable copayments depending on the premiums paid. Members of the uninsured group paid out of their own pockets whenever a service was required. A small percentage of individuals (2%) who belonged to mutualities, private, nonprofit health care organizations that provide services to contributing members of special groups such as the Armed Forces and the Teachers' Union, were incorporated into the private-sector group because of the similarities between these 2 systems. Further details on health insurance distribution can be found elsewhere.
14 Data on gender, age, per capita income, number of supportive people available, and presence of self-reported physical health problems also were included in the analytical models.
Statistical Analysis
All estimates were weighted to account for sampling and household size differences. We calculated confidence intervals (CIs) adjusting for the effects of stratification, clustering, and sampling weights. Because our interest was in comparing provision of mental health services across the insurance groups, we restricted most analyses to individuals with mental disorders. Logistic regression models and crude and adjusted odds ratios were used in examining the associations between consultations for mental disorders and the independent variables. We tested for interactions with likelihood ratio tests. Stata 7.0 (Stata Corp, College Station, Tex) was used in conducting all analyses.
RESULTS
The survey response rate was 90%, and similar percentages of respondents had public-and private-sector health insurance coverage (Table 1) . Women and older people were less likely to have private insurance, in keeping with official country statistics. Respondents with higher incomes, more education, and more social support were overrepresented among the privately insured.
Overall Health Service Use
Forty-six percent (95% CI = 43%, 48%) of respondents reported having had a medical consultation during the previous 6 months, and 1.8% (95% CI = 1.3%, 2.4%) reported having had a psychiatric consultation. Consultations were more frequent among those with private insurance coverage (53%; 95% CI = 49%, 56%) than among those with public coverage (43%; 95% CI = 39%, 47%) or no coverage (31%; 95% CI = 24%, 39%) (P = .001). Only 4.5% (95% CI = 4%, 6%) of respondents reported a hospital admission over the past 12 months, and 95% of these cases involved physical problems.
Mental Health Needs According to Health Insurance Group
Individuals in the public insurance group had the most severe illness (Table 2 ). This Included any mental disorder among individuals who reported being unable to engage in 1 or more usual activities owing to psychiatric symptoms.
group also exhibited the highest proportions of individuals with mental disorders, the highest CIS-R scores, and the highest proportions of individuals with disabilities. Individuals with private-sector coverage had the lowest potential mental health need.
Met and Unmet Needs
Fewer than one-twentieth of people with mental disorders had consulted a psychiatrist within the previous 6 months (Table 3 ). After we aggregated all possible sources of professional help, approximately one-fifth of the respondents had discussed their mental disorders with a professional within the previous 6 months. Even in the private sector, fewer than one-third of enrollees with mental disorders had discussed their mental health problems with a professional. Across all insurance groups, the most frequent providers of mental health services were general practitioners.
Important differences in consultation rates for mental disorders were observed between the insurance groups. Among individuals with mental health needs, those with private insurance were almost twice as likely as those in the public sector to report consultations. This difference became even larger when comparisons were restricted to cases of mental disorders and disabilities. Across all insurance groups, mental health consultations were more likely among individuals with more severe psychiatric symptoms (Table 3) .
Factors Determining Likelihood of Consultation for Mental Disorders
Health insurance coverage group (P = .001) and presence of disability (P = .003) were associated with mental health consultations ( Table 4) . The fully adjusted model showed that among individuals with mental disorders, those with private insurance coverage were almost 3 times more likely than those with public-sector coverage to report consultations. No interactions were observed between likelihood of consultation, insurance coverage group, and degree or presence of functional disability. Also, we found no evidence that income was associated with likelihood of consultation. Finally, when we conducted additional analyses including other socioeconomic variables (education, occupation, and quality of housing), our main findings were unaltered.
DISCUSSION
Our results revealed 2 disturbing aspects of provision of mental health care in Santiago. First, individuals with mental disorders, regardless of their insurance group, were unlikely to consult a health professional about these problems. Second, although individuals with public-sector coverage exhibited a higher prevalence of mental disorders than those with private coverage, and although their related symptoms were more severe, their rate of consultation for these disorders was the lowest of any of the insurance groups.
This large, representative general population survey showed excellent response rates, and a detailed psychiatric interview was used to measure mental disorders. We cannot compare our results with the situation that existed in Chile prior to the country's health system reform, because no studies date from that period. Although our sample was restricted to an urban setting in a single country, there are interesting lessons for other settings.
Health insurance group exhibited the strongest association with likelihood of consultations for mental disorders (OR = 2.72; 95% CI = 1.6, 4.6). It is unlikely that this finding is attributable to selection of individuals with mental disorders to private-sector insurance, because the prevalence of mental disorders in that insurance group was significantly lower than the prevalence in the other groups, an effect probably influenced by the risk assessments used in the private sector to determine eligibility. 15 We are not aware of other population-based studies from the developing world that have compared provision of mental health care between the public and private sectors. However, a study conducted in Brazil 16 yielded similar results; psychiatric morbidity was far more common among lower-income people, but these individuals were less likely than higher-income individuals to receive needed psychotropic medications and to consult psychiatrists. We also found that more disabled individuals and people with more severe symptoms exhibited an increased likelihood of consultation, in agreement with studies from both developed and developing countries. 8, 9, [17] [18] [19] Differences in the effects of severity and disability on likelihood of consultation were more pronounced in the private insurance group than in the public insurance group. In other words, the gap in consultation rates between the private and public sectors widened among participants with the most severe symptoms and among participants with a high degree of disability. Most studies conducted worldwide have shown that only a small proportion of individuals with mental disorders consult a health care professional about their problems, and this trend is more pronounced in developing countries. 8, 9, [19] [20] [21] The rate of consultation for mental disorders among psychiatric patients in our study was lower (20%; 95% CI = 16%, 24%) than that observed in similar surveys from Western countries, in which estimates have ranged between 22% and 35%, 8, 9, 20, 21 but it was in keeping with rates in less developed countries. 19 Nonetheless, subtle methodological differences in studies across countries can influence results considerably. For instance, we assessed whether participants had "talked about mental health problems," while the US National Comorbidity Survey 21 assessed whether respondents "went for psychiatric help," potentially a less frequent event.
Often, estimates of differences between countries overshadow large within-country inequities in provision of health services. A range of factors, such as availability or pricing, influences the type of mental health professional from whom individuals can seek care. For instance, although we found that individuals with private insurance coverage were more likely to consult psychiatrists, rates in this group were still low, possibly reflecting restrictions imposed by private health plans in the use of these specialized services.
3 Individuals with public-sector coverage had higher rates of consultations with psychologists, in line with recent policies instituted by the government aimed at promoting psychological consultations. Indeed, consultations with psychologists represented the only type of mental health care provision in which no differences were found between insurance schemes. This finding provides some evidence that initiatives targeting disadvantaged individuals might be successful in reducing inequities in provision of health care. 22 More than 30 years ago, Tudor-Hart postulated the inverse care law: the availability of good medical care tends to vary inversely with need among the population served. 23 Although we do not know whether inequalities in mental health care increased in Chile after the country's health care reforms, our results clearly show that at present, those most in need have little choice other than to remain in the underfunded public sector, where they are least likely to receive professional help. Universal coverage might bring more equity to the health system, but reintroducing such a coverage plan would require considerable time and strong political commitment. 22 Once profit-seeking private organizations are introduced into health systems, it becomes almost impossible to revert to a system that does not include private-sector participation. It remains to be seen whether the international organizations that have vigorously promoted health system reform in the developing world will show the same commitment to introducing changes that lead to more equitable health systems for all citizens, regardless of their socioeconomic status. 
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